Background: The home is imperative for the possibilities for meaningful everyday activities among people with psychiatric disabilities. Knowledge of whether such possibilities vary with type of housing and housing support might reveal areas for improved support. We aimed to compare people with psychiatric disabilities living in supported housing (SH) and ordinary housing with support (OHS) regarding perceived well-being, engaging and satisfying everyday activities, and perceived meaning of activity in one's accommodation. The importance of these factors and socio-demographics for satisfaction with housing was also explored. Methods: This naturalistic cross-sectional study was conducted in municipalities and city districts (n = 21) in Sweden, and 155 SH residents and 111 OHS residents participated in an interview that included both self-reports and interviewer ratings. T-test and linear regression analysis were used. Results: The SH group expressed more psychological problems, but better health, quality of life and personal recovery compared to the OHS residents. The latter were rated as having less symptom severity, and higher levels of functioning and activity engagement. Both groups rated themselves as under-occupied in the domains of work, leisure, home management and self-care, but the SH residents less so regarding home management and self-care chores. Although the groups reported similar levels of activity, the SH group were more satisfied with everyday activities and rated their housing higher on possibilities for social interaction and personal development. The groups did not differ on access to activity in their homes. The participants generally reported sufficient access to activity, social interaction and personal development, but those who wanted more personal development in the OHS group outnumbered those who stated they received enough. Higher scores on satisfaction with daily occupations, access to organization and information, wanting more social interaction, and personal recovery predicted high satisfaction with housing in the regression model. Conclusion: The fact that health, quality of life and recovery were rated higher by the SH group, despite lower interviewer-ratings on symptoms and level of functioning, might partly be explained by better access to social interaction and personal development in the SH context. This should be acknowledged when planning the support to people who receive OHS.
Background
The home is of fundamental importance for the possibilities for people with psychiatric disabilities to lead an everyday life characterized by meaningful activities, being as they spend a greater part of their time in their home setting [1] . The need to address opportunities for activity in the home context is evident from the research literature [1, 2] , but has also emerged in countless contacts between our research group and staff working in housing services for people with psychiatric disabilities. Swedish time use research on persons with schizophrenia demonstrated that residents in supported housing had richer opportunities for social interaction and routines as opposed to those living on their own [2] . A cross-sectional study further revealed that higher levels of engagement in activities correlated with more satisfaction with the living situation [3] . To the best of our knowledge, no systematic description of activity opportunities in the homes of these people appears to exist.
Accommodation for people with psychiatric disabilities can vary from living in one's own flat/house without support, often termed ordinary housing, to supported housing (SH), which links housing and support and is situated in supervised group homes or flats located in one building [4] . An intermediate form is ordinary housing with support (OHS), which is when a person living in an ordinary home receives support from a professional in order to manage that situation. Earlier research on housing for people with psychiatric disabilities has focused on the accommodation per se, by for example comparing institutional and community living [5] and addressing the individual's preferences as to how they wish to live [6] . Their views on their living arrangements [7] and on aspects of the physical and psychosocial environments [4] have also been examined. However, research on activities in the home environment has received very little attention in Sweden and internationally. Research indicates that the residents in SH have severe psychiatric disabilities and the activity level in that context has been found to be low [8, 9] . Priebe et al. [10] reported on how support from the staff was adjusted to promote self-care activities in SH in Great Britain. A small-scale study in Sweden found that a method aimed at increased activity in the SH context resulted in good progress regarding both activity and health-related factors [11] . Considering the scarcity of research, however, more knowledge is needed regarding how those living in SH and those having OHS perceive their situation with regards to access to satisfying and engaging activities in their home environment. This type of descriptive and comparative research is important as a basis to generate knowledge that can be used to enrich the housing context and develop interventions aimed at enhanced opportunities for activity among residents. Previous research has shown that housing with optimal support can promote recovery from mental illness [12] .
Activity is in this study defined as everyday life activities in a broad sense, including work-related activities, household work, self-care, and all kinds of recreational activities (physical, cultural and social). While work-related activities are mainly performed outside the home, taking care of one's home, self-care and leisure activities often take place in the home [1, 2, [13] [14] [15] . There is convincing evidence of a strong connection between on the one hand meaningful, satisfying and engaging activities, and on the other health and well-being [16] [17] [18] [19] . Meaningful activity is also an important aspect of recovery from mental illness [20] . This underlines the importance of addressing the residents' perceptions of activity in the home context among people with psychiatric disabilities.
A growing body of research into housing for people with psychiatric disabilities in Sweden has revealed a number of significant differences between those who live in SH and those in OHS. In a study of satisfaction with housing, those in SH were more satisfied with their social life but less satisfied with the performance of support than those in OHS were [21] . Further indications of differences between the groups living in the two housing types are found in the results of two qualitative studies with Grounded Theory in the same project as above. The main concern of those in SH was "being deprived of self-determination", focusing on the consequences of the organization and structure in the setting. On the other hand, the main concern of those in OHS was "the impossible mission in everyday life", focusing on their difficulties on trying to cope with a complex everyday existence [22, 23] . Further comparison of people in SH and those in OHS may provide additional indications regarding the type of support needed in the respective housing contexts.
Study aim
Against the backdrop of research accounted for above, the current study aim was to compare people with psychiatric disabilities who live in two different housing contexts -SH and OHS -regarding perceived wellbeing, performance of engaging and satisfying everyday activities, perceived meaning of activity in one's accommodation, and satisfaction with one's current housing. As part of this aim, the importance of sociodemographic factors, perceived well-being, perceived everyday activities, and perceived meaning of activity in one's accommodation for satisfaction with housing was explored.
Methods
This was a cross-sectional, naturalistic study conducted in Sweden. The Regional Ethical Review Board in Lund approved the study, Reg. No. 2013/456.
Study context
The two housing solutions featured in this study were SH and OHS. SH is a congregate residential facility where staff support can vary from office hours to 24 h per day, depending on the residents' needs. The accommodation in SH can either consist of a fully-equipped flat in a housing block with similar flats or a bedroom and sitting room together with communal bathroom and eating facilities. OHS entails a flat or house the individual rents or owns in the ordinary housing market where he/she receives support from the municipal outreach housing services. The support is generally provided from once a week to once or twice per day depending on individual needs.
Selection procedure
Four regions in Sweden were selected strategically according to variation in geographical location (southern, western, central and eastern regions). Within these regions, municipalities were selected according to size and socio-economic structure in order to attain variation among the participants. We approached major cities, suburban municipalities in their proximities, mid-sized and smaller towns, and rural municipalities. The final choice also took known characteristics regarding socioeconomic conditions into account (such as predominance of blue/white collar workers and proportion of immigrants). Two major cities that were approached had their administration decentralized to city districts. The managers of the SH units and the OHS teams in the selected municipalities/districts were contacted and invited to the study. A total of 27 municipalities/districts were approached and 21 agreed to participate. Reasons for declining were ongoing re-organization and recent participation in other projects. The participating municipalities/ districts had several SH units and OHS teams, and maximum variation sampling [24] was applied to select the specific units. Variation was obtained on size (5-12 residents) and locations within the municipality/district. The managers had good insight into which SH units were well and less well-functioning (in terms leadership, education level among the staff and the unit's psychosocial atmosphere) and variation was obtained regarding these criteria too. Almost all SH units provided 24-h support and more than two hours OHS support per week was rare.
Research assistants visited the SH units to inform about the study and the residents received both oral and written information. In the OHS context, the staff acted as gate-keepers and asked the residents about participation while also providing the written information. In both contexts, those who wanted to participate signed a written consent and provided their contact details. Because of the gate-keeper procedure it was not possible to keep exact track on the participation rate. Some of the gate-keepers asked only residents they thought would be willing to participate (led to higher participation rate) but some asked all potential participants. It was estimated that less than 50% of the eligible residents in SH agreed to participate, although the variation was great from one out of ten to nine out of ten. The participation rate was somewhat higher in the OHS group, approximately 50%.
Procedure for data collection
One of the authors and ten research assistants with experience from working with people with psychiatric disabilities received specific training about using the instruments and performed the data collection. Nine of the data collectors were occupational therapists and the other two had an equivalent university education. The data collectors contacted the participants and scheduled a meeting. They were careful to create a trusting and calm atmosphere, and the participants were given the opportunity to choose where they felt most comfortable to meet. Most meetings took place in the participant's home or in a common area of the housing facility. The instruments were administered in a certain order, and if needed the research assistant helped to explain the questions in other words and assisted in filling in the forms, while cautiously avoiding influencing any responses.
Instruments
The target groups of this study, particularly those in SH, were expected to have limited endurance and concentration abilities and the selection of instruments was therefore kept as brief as possible. When available, one-item assessments were used, which has support in the literature on health ratings [25] .
Background questionnaire
A questionnaire was developed to address background data such as demographic factors, self-reported diagnosis, perceived health problems and any participation in activity-based day centers. Self-reported diagnosis was then classified by a psychiatrist according to the ICD-10 system [26] . The validity of the resulting ICD diagnoses has some support in previous research, in terms of logical differences on clinicians' ratings of psychiatric symptoms when groups based on self-reported diagnoses were compared [27] .
Global assessment of functioning
To assess the overall functioning (severity of psychological, occupational and social functioning) of the participants, the Global Assessment of Functioning (GAF) scale [28] was used. The data collector rates the participant on a scale ranging between 1 and 100, where a higher score denotes better functioning. The GAF scale has proven to be a valid instrument and good inter-rater reliability has been demonstrated after a brief training of the data collector [29] . Those who performed the data collection for the present study had received training based on video cases and were calibrated against a highly experienced clinician until disagreement was reduced to <10%.
Self-rated health
Three aspects of self-rated health were addressed, each with one item, using the first questions from the widely used MOS SF-36 [30] . The first concerned perceived current health, the second perceived current health compared to last year, and the third perceived current health compared to others of one's age. A five-point scale was used, where a lower rating indicates better health. The first question has been proposed as a reliable one-item estimate of self-rated health [25] . We thus used that item but added two more items to include further facets of self-rated health. These items were analyzed separately and were not used as a scale.
Quality of life
The first item from the Manchester Short Assessment (MANSA) of quality of life [31, 32] was used to estimate general quality of life. This item has shown a high correlation with an index composed of domain-specific quality of life ratings, which is also part of the MANSA [31] but was not used for the current study. MANSA uses a seven-point rating scale from 1 (=worst possible satisfaction) to 7 (=best possible satisfaction).
Self-mastery
Self-mastery has been defined as the experience of power over one's life situation [33] . The Swedish version of the Pearlin Mastery Scale (Mastery-S), used for the present study, has proven to provide reliable data and represent a logical continuum of the construct [34] . It contains seven statements and a higher score implies a greater degree of self-mastery. The response format is a four-point scale that ranges from "Strongly disagree" (= 1) to "strongly agree" (= 4). Internal consistency based on the current sample was α = 0.76.
Personal recovery
In order to measure personal recovery, the Process of Recovery Questionnaire (QPR) [35, 36] was used. The original QPR [35] is a 22-item questionnaire which comprises of two subscales; 1) intrapersonal tasks involved in recovery and 2) interpersonal factors that facilitate recovery. Seventeen of the items address the intrapersonal subscale and consist of different questions related to personal responsibilities and tasks related to recovery such as; "I can take charge of my life" and "I can actively engage with life". The interpersonal subscale consists of five items and addresses thoughts on how recovery may be strengthened through interpersonal relationships, for example; "Meeting people who have had similar experiences makes me feel better". The QPR items are each scored on a five-point scale (0 = disagree strongly, 1 = disagree, 2 = neither agree nor disagree, 3 = agree, 4 = agree strongly). A higher score indicates a higher level of personal recovery. The QPR has shown good construct validity in relation to well-being and quality of life and good test-retest reliability [35] , but a brief version based only on the first subscale yielded even better psychometric properties [36] . A study developing a Swedish QPR version (QPR-Swe) arrived at the same conclusion [37] . For the current study, a shortened seven-item version of the QPR-Swe was used. Internal consistency reliability for that short-version based on the current sample was α = 0.82.
Profiles of occupational engagement
To estimate the participants' occupational engagement, the Profiles of Occupational Engagement in people with Severe mental illness (POES) was used. Occupation is here defined as all of the everyday activities people perform, including but not restricted to work. The instrument consists of two parts; a 24-h diary sheet, completed by the client, and an assessment scale, completed by a research assistant [38, 39] . The diary sheet is divided by one hour intervals and into four columns. Each column has a question at the top concerning the occupations performed, the social and geographical environments and about personal thoughts and feelings regarding the activity performed. The research assistant can ask prompting questions or provide assistance with writing. The assessment scale has nine items rated on a four-point scale (1 = low level of engagement and 4 = high level of engagement) and is based on the information in the diary sheet. Higher scores represent a higher level of occupational engagement. POES has proven to have satisfactory interrater agreement and construct validity [38, 40] . The research assistants received pre-training by the instrument developers. Cronbach's alpha in the current study was α = 0.85. POES also includes a question asking whether the day registered in the diary was a typical one or not and 85% reported it being a typical day.
Satisfaction with daily occupations and occupational balance
Satisfaction with daily occupations and occupational balance (SDO-OB) was used in order to measure satisfaction with everyday occupations, occupational balance and activity level. It covers four domains of everyday occupations: work, leisure, household chores and self-care. Satisfaction with the performance, or non-performance, within these different areas is reported by responding to 13 items. Each item has two parts, the first being yes/no questions asking whether or not the respondent presently performs the activity targeted in the item. These items produce an activity level score (yes = 1, no = 0), where a higher score represents a higher activity level. The respondent then rates satisfaction with the targeted activity, using a seven-step scale that ranges from worst possible satisfaction (=1) to best possible satisfaction (=7). High scores denote greater satisfaction. The SDO-OB also contains an occupational balance item after each domain. This item addresses the view of the respondent regarding occupational balance and the response alternatives are: far too little (−2), too little (−1), just enough (0), too much (1) and far too much (2) . The items addressing occupational balance together form the respondent's profile of occupational balance. The SDO-OB has been psychometrically tested and initial evidence of construct validity has been obtained [41] . Internal consistency is relevant only for the satisfaction scale, which yielded α = 0.84 based on the current sample.
Activities in one's accommodation
The Perceived Meaning of Activity in Housing (PMA-H) was developed by the research team with inspiration from the Estimating Perceived Meaning in Day Centers [42] . The PMA-H has 48 items, formulated as statements, all of which are preceded by the anchor "My housing contributes to…" [43] . Eleven items address the area of access to activity (such as "… that I can do activities that are good for me"), 12 target social interaction (such as "… I get a feeling of belonging in a group"), 13 concern possibilities for developing as a person (such as "… that I feel competent at something") and 12 address organization and information (such as "… that I get information about rules and regulations here"). The response scale has five scale steps from 1 (=very little) to 5 (=very much), and a higher rating indicates greater activity meaning. Regarding the last area, organization and information, only six of the items are applicable for persons who have OHS. This study thus used only those six items. The areas form four subscales and internal consistency varied from 0.82-0.92 in the current study. A psychometric study has indicated good content validity, utility and construct validity of the PMA-H and absence of floor and ceiling effects [43] . As part of the PMA-H, the participants also rated whether or not they desired more of the aspects of activity, social interaction, personal development, and information in regard to their housing, using the alternatives "less" (= − 1), "enough as it is" (=0) and "more" (=1) for each area.
Satisfaction with housing
Inspired by a client satisfaction scale [44] , a housing satisfaction questionnaire was developed for this study.
In both study contexts, the residents were encouraged to think about all aspects of their accommodation; including their physical home and the support and help they received to be able to manage there. The housing satisfaction questionnaire has eight items. These correspond to the eight items in the client satisfaction scale [44] and are rated on a four-point scale, where a higher value denotes greater satisfaction. Sample items are "Do you have the type of housing you want?" and "How satisfied are you with the housing support you get?" Internal consistency reliability based on the present sample was α = 0.90.
Power calculation
A power calculation was based on the Satisfaction with Daily Occupations (SDO) assessment [45] . A previous study found a mean difference of 0.5 points on the SDO between groups of people with mental illness who had varying structure to their everyday life [46] . We based our calculation on the means and standard deviations from that study and took the influence of clustering effects into account. We expected a mean of 12.5 participants from each cluster (municipalities/districts) and an ICC of 0.05 [47] . This resulted in 65 participants in each group, but since the SDO had not been used in the context of residential support we wanted more than this and thus aimed to include 100 participants in each group. The data collection proceeded until that number was reached in the OHS group (actually 111), and at that time the number of SH participants amounted to 155. The study was thus somewhat over-powered.
Data analysis
Differences between participants were estimated with the independent samples t-test for continuous data and the Chi-square test for categorical data. Relationships were assessed by Pearson correlations. A stepwise linear regression model was performed with satisfaction with the current type of housing as the dependent factor and socio-demographic, health-related and activity-related factors as independent factors. An association with the dependent factor at p < 0.05 was set as the limit for inclusion of independent variables.
In case of missing values on an instrument with several items, a simple form of imputation was made if a participant had answered 75% or more of the items. Each individual's own mean value, based on the answered items, was inserted to replace the missing value. The imputation rates for the various instruments were for Mastery-S 1%, QPR 1%, POES 0%, SDO-OB activity level 7%, SDO-OB satisfaction score 7%, PMA-H activity 2%, PMA-H social interaction 7%, PMA-H development 5%, PMA-H organization 3%, and housing satisfaction 2% of the participants.
The p-value for statistically significant findings was set at <0.05. The software used was the IBM SPSS version 23 [48] .
Results

Participants
Descriptive statistics on socio-demographics that characterize the study participants are presented in Table 1 . The two groups were comparable on several factors. The mean age in both groups was in the span of 46-48 years, and a large majority had a friend and were born in Sweden. The group differences consisted of a greater proportion of men among the SH residents, and a greater proportion of residents who were married/cohabiting and were parents among the OHS residents. Moreover, the SH residents had a lower education level and had lived in their current accommodation for a shorter time.
Health and well-being in the two groups
Almost everyone in the two groups reported having a psychiatric diagnosis, and a vast majority took psychotropic medication. The diagnoses differed between the groups, with psychoses being more common and diagnoses categorized as anxiety/mood disorders and "other" disorders less common in the SH group (Table 2) . A larger proportion of the SH group reported psychological problems, but they still rated their general health better than the participants in the OHS group. The same was found for the item targeting perceived health in relation to others of the same age group. There was no difference between the groups regarding perceptions of current health compared to a year ago. Nor was there any difference for self-mastery. The SH group assessed their quality of life and personal recovery higher than those in the OHS group. Table 2 also shows that the research assistants' assessments of GAF symptoms and functioning differed between the groups with those from the OHS group receiving higher ratings in both respects.
Activity-related factors
Most participants in both groups took a daily walk and about half of both groups attended a day center (Table  3) . Participants from the OHS group who visited a day center spent more hours there than their counterparts in the SH group. Regarding perceived occupational balance, the SH group scored higher than those in OHS on the home management and self-care domains but not on the work and leisure domains. All values were negative, however, indicating the participants in both groups were under-occupied and had too little to do, but the OHS group was more severely under-occupied. The reported activity level was similar in both groups (Table 3) , whereas satisfaction with daily occupations was rated higher in the SH group. On the other hand, the research assistant's rating of occupational engagement was higher for the participants with OHS. Table 3 also reports the findings regarding characteristics of one's accommodation with a focus on perceived meaning of activities. The groups differed on perceived possibilities for social interaction and personal development. The OHS group scored lower on both of these subscales. The standard deviation indicated significant within-group variation in the OHS group in terms of social interaction, where the group difference was also the greatest. The groups did not differ on access to activity or organization and information.
Activities in one's accommodation
The participants also rated whether or not they desired more of the areas targeted in the PMA-H. Table 4 shows the distribution separately for the two groups regarding wanting less, receiving sufficient and wanting more in these respects. In general, the participants in the two groups considered they had sufficient of the targeted areas, but in the OHS group the proportion that wanted more personal development was larger than those who stated they received enough of this. The one statistically significant difference between the two housing groups concerned a larger proportion of the OHS group wishing they received more information in relation to their housing.
Satisfaction with type of housing
There was no statistically significant difference between the groups regarding satisfaction with their current type of housing (p = 0.172). The mean ratings (SD) were 24.4 Tables 2, 3 and 4 were non-significant in relation to satisfaction with type of housing. Satisfaction with daily occupations, access to organization and information, wanting more social interaction and personal recovery became significant in the linear regression model. These variables explained 14.1% of the variation in housing satisfaction. Satisfaction with everyday occupations alone explained 6.4%, access to organization and information another 3.1%, wanting more social interaction 2.7%, and personal recovery 1.9%. The model summary is found in Table 5 .
Discussion
The aim of this study was to compare people residing in SH and OHS regarding perceived well-being, performance of engaging and satisfying everyday activities, perceived meaning of activity in one's housing, and satisfaction with one's current housing. The importance of socio-demographic factors, perceived well-being and perceived everyday activities for satisfaction with housing was also explored. The findings revealed several differences between people residing in SH and OHS. Some of these concerned characteristics of the residents, such as more men, fewer with families, fewer with a higher education and a lower level of functioning among people who lived in SH. In short, these differences indicate that the participants of this study received a relevant level of housing support. The two housing groups also differed in regard to health and well-being. The SH groups perceived more psychological problems than the OHS group, which was an expected finding, whereas it was the other way around concerning physical problems. Possibly, the fact that the SH group always had staff close at hand made them feel their physical problems were seen to. Previous research has shown that those who visited day centers for people psychiatric disabilities, many of whom had OHS, sought both psychiatric and primary health care quite seldom [27] . This appears to be one of few studies to compare people in SH and OHS regarding well-being, and considering the lower level of functioning in the SH group one could expect a lower level of well-being in that group. However, the findings of this study indicate the opposite, where the SH group rated higher levels of health, quality of life and recovery. Killaspy and colleagues [49] obtained similar results and found that quality of life was rated higher by residents who received a higher level of support. They reasoned that the higher level of autonomy that comes with less support also may bring increased risks to the residents' personal safety, which may negatively affect their quality of life. But the findings of the present study may also be explained by the difference in diagnoses -it has been shown that people with schizophrenia or other psychosis (more prevalent in the SH group) rate their quality of life higher than those who have a mood disorder or anxiety disorder [50] . The fact that the SH group also scored higher on access to social interaction and personal development in the housing context may further explain the group difference on well-being. Social interaction has been found essential for self-rated health and well-being in both the general population [51] [52] [53] and among people with mental illness [54] . The low ratings in the OHS group on the well-being factors must be seen as a warning, indicating they may possibly receive too little social support and opportunities for development to maintain a satisfying level of quality of life.
There was no statistically significant difference between the groups on self-mastery, which on face value could be seen to deviate from the findings in two studies with Grounded Theory in Sweden that indicated differences between the two groups. The main concern of those in SH was "being deprived of self-determination", while for those in OHS it was the "impossible mission in everyday life" [22, 23] . On the other hand, these main concerns could also be interpreted as constituting different aspects of the concept of self-mastery, which are expressed by one group as concerning selfdetermination, while for those in OHS the focus is on the struggle to cope with everyday life. More detailed studies focusing on aspects of self-mastery are thus warranted to clarify this.
In regard to activity factors, the result pattern indicated that the SH group were less active than the OHS group. This was indicated by less activity engagement and fewer hours spent in a day center. However, the SH residents were still more satisfied with their everyday activities and felt less under-occupied. This underscores that performance of activities and satisfaction with that performance are separate phenomena [55] . Despite the fact that the OHS group seemed better off regarding access to activity, they again seemed underprivileged as deemed by their satisfaction with that situation. Living in a congregate context can perhaps generate greater satisfaction per se. One can speculate about whether the SH residents were just satisfied with their activities or whether they were satisfied that they were doing something in a social context, but that remains to be investigated.
It is important to note that both groups were underoccupied and did not indicate they felt they had a balance among their everyday activities. There was a difference between the groups regarding home management and self-care, where the SH residents felt less underoccupied compared to their OHS counterparts. Possibly the support the SH group received was concentrated around these areas. Considering that both home management and self-care are activities one can perform in the home context, the findings of similar levels of under-occupations in all four activity areas for the OHS may seem somewhat surprising. They did not show better balance in these areas than in the work and leisure areas. It is possible, however, that the SH residents' inner gauge for just-enough activity was lower than that of the OHS residents. In all, there seems to be a gap for both groups between their needs for activity and the available opportunities, which is something that needs to be considered when planning and organizing housing support to these groups.
Regarding perceived meaning of activity in one's accommodation, as assessed by PMA-H, the SH group rated both access to social interaction and possibilities for personal development higher than the OHS group. Access to activity and to organization and information were rated similarly in both groups. Again, the OHS residents seem disadvantaged compared to SH residents. When asked whether they wanted less or more of the areas reflected through the PMA-H, a majority in both groups stated they received just enough, except for more than 50% in the OHS group wanting more personal development. It was also obvious that very few in both groups wanted fewer activities and that around 30% or more wanted increases in all PMA-H areas compared to the current situation. The truth that so many in the SH context were satisfied with their current amount of activity and also as a group rated their satisfaction with everyday activity higher than the OHS group, despite lower actual activity engagement, must be seen against their lower level of functioning and more severe psychiatric symptoms. This underscores the necessity of finding the right level of activity to match service users' capacities [56, 57] . The SH residents seem to have received a better matched support, compared to the OHS group, regarding both well-being and activity aspects.
Finally, the groups did not differ significantly on satisfaction with housing situation. The factors that predicted satisfaction with housing situation were satisfaction with everyday activities, access to organization and information, wanting more social interaction, and level of personal recovery. Well-being factors such as quality of life and self-mastery were not related with housing satisfaction, which is in line with previous research [58] . A relevant question in relation to the current findings is how to design the housing services in such a way that they can enhance satisfying activities, organizational aspects, information, social interaction and the recovery process. A growing body of research suggests that both engagement in activity and social interaction promote recovery [59] . Existing knowledge thus indicates that activity engagement and a yearning for social interaction might also be important for housing satisfaction indirectly, through its enhancement of personal recovery. Support towards meaningful activity and stimulating social encounters in the housing context would thus be an important task for the staff, regardless of whether they provide SH or OHS support. Focusing further on social interaction, there was a group difference on access (greater in the SH group), but no group difference on wanting more of social interaction, but the rating of wanting thus emanated from levels of social interaction that differed clearly between the groups. Research on the impact of social support suggests that not only family and friend networks, but also social encounters that come naturally in the community, such as when shopping or going to the pharmacy, play a role for community integration and recovery. This was shown by Townley and colleagues [60] , who used the term distal supports to denote these naturally occurring social relationships. Staff in SH services could stimulate both social support within the SH and distal supports in the community to optimize the care. Andersson [61] described that, in order to act as a supportive relationship in SH, the staff should create a social climate where they express interest in the individual, show care and concern, and also have respect for the integrity of the individual. Andersson further showed that the general social climate in SH had a strong influence on how support was received and if it was seen as supportive or unsupportive by the residents. The OHS group, who have few or no spontaneous contacts with staff that could catch them at the "right moment", would need guidance to maximize the possibilities the distal supports entail. That could increase their opportunities for both activity engagement and social interaction.
Methodological considerations
This was a cross-sectional study and cause-effect relationships could not be established. This is a general drawback using cross-sectional data, but findings may be used to generate hypotheses for future studies. The fact that selfreported diagnoses were used may be criticized for accurateness, but a previous study indicated a logical pattern of findings when groups based on self-reported diagnosis were compared on psychiatric symptoms rated by a professional [27] . Type and dosage of psychotropic medication was not registered, which is another limitation.
Moreover, the choice of instruments should be discussed. Single-item measures are sometimes criticized, but several researchers have shown that they perform very similarly and produce virtually identical answers compared to multiple-item versions measuring the same constructs [25, 62] . Furthermore, a less well-tested instrument was used to assess housing satisfaction. We wanted to address the combination of satisfaction with the dwelling and the support. We also preferred a brief scale since we wanted to include quite a few instruments and some participants, mainly those in the SH group, were easily exhaustible. When this study commenced we found no scale that fulfilled these criteria and chose to develop the here used questionnaire based on a widely used satisfaction scale [44] . It seems to have worked well in the current study, as indicated by the excellent internal consistency obtained and that only few imputations were needed. The imputation procedure may also be debated. When several responses are missing for each individual, multiple imputation based on the whole data set is recommended to predict the best value for imputation. This was not deemed necessary in the current study, considering that imputation was only made when at least 75% of the items were completed and the mean of these items was the imputed value.
Finally, the participation rate was hard to estimate depending on the use of a gate-keeper system. It is likely that lower-functioning participants are underrepresented in both the SH and the OHS group. Although this may have influenced the findings in some unknown way, this study came as close as possible towards also including severely ill persons with a psychiatric disability, as indicated by the low GAF values with large standard deviations in both samples. Measures to accomplish this was to keep the data collection kit as brief as possible, split the data collection on two occasions, insert breaks when needed and assist in filling in responses if requested. Nevertheless, the fact that the non-participation rate remains unknown weakens the possibility to draw safe conclusions. We still propose that this study has internal validity. The external validity must be regarded as limited, however, although it should be possible to generalize the findings to similar housing contexts in countries where the housing support is organized in a similar way to that in Sweden.
Conclusion
The results show that individuals in SH gave higher estimates regarding quality of life and personal recovery. Diagnosis and symptomatology may play a role here, since psychoses were more common in the SH group and mood and neurotic disorders, which were more common in the OHS group, have shown to be associated with worse quality of life. There seems to be a greater need for those living in OHS to access interventions that can promote increasing personal recovery and quality of life. However, both groups rated themselves as underoccupied and as having too little to do, which implies a need for activity-based interventions in both groups.
The results also show that, in order to promote satisfaction with housing, it is important for decision-makers with responsibility for SH and OHS to prioritize goals that include opportunities for satisfying activities, for taking part in organizational issues and receiving information, for access to social support, and for personal recovery. The housing staff need knowledge about how to provide increased access to these resources for the residents. Decision-makers need to consider the necessity for measures to increase these types of knowledge among staff. Satisfaction with housing could thus improve in both OHS and SH. 
